We present percutaneous coronary intervention (PCI) using radial approach in a rare case of single coronary artery originating from the right sinus. Although these anomalies and stenosis of anomalous vessels have been described previously, treatment of atherosclerotic lesions by PCI has rarely been reported. There is a definite procedural risk during PCI in patients with a single ostium because dissection with the guiding catheter would result in a catastrophic event. Additionally, technical difficulties may occur due to the ostial configuration and course of the branch to be stented. The patient suffered an acute coronary syndrome-inferior wall STEMI, and was thrombolysed elsewhere within a window period of 4 h. He had post myocardial infarction (MI) angina and was referred to our center after 3 days of thrombolysis. We present this technically challenging and rare case in which PCI of right coronary artery was performed through the radial route.
INTRODUCTION
Left main coronary artery arising from the right sinus of Valsalva as a single coronary ostium is an extremely rare anatomic anomaly occurring in approximately 0.06% of angiographic series. [1, 2] Single coronary artery is encountered more frequently with other congenital cardiac malformations such as persistent truncus arteriosus, tetralogy of Fallot, transposition of the great arteries, or pulmonary atresia. Some single coronary ostium variants have been reported to carry a significant risk of severe cardiac events including myocardial infarction (MI) and sudden cardiac death, especially during exercise. We present a case of single coronary artery from right sinus with left main coronary artery originating from the same ostium, which underwent successful angioplasty with stenting to right coronary artery through the radial route.
CASE REPORT
A 60-year-old male was referred to our tertiary care institute for coronary angiography. Patient suffered acute coronary syndrome (ACS) -inferior wall MI 3 days prior to admission in our institute. He was thrombolysed with streptokinase at a peripheral center and referred to our institute on the 4 th day post thrombolysis in view of post MI angina. Patient was a chronic smoker. Twelve-lead electrocardiogram revealed q wave with T inversion in the inferior leads. Transthoracic echocardiogram showed regional hypokinesia in the right coronary artery (RCA) territory with adequate left ventricular ejection fraction. Coronary angiography (CAG) by radial approach using Tiger 5F catheter (Terumo Corp., Kanagawa, Japan) was performed. CAG revealed blunt left sinus, with no artery originating from the left sinus [ Figure 1 to the ascending aorta and pulmonary trunk. [2] Type L represents an RCA originating from the left main stem and type R indicates that the coronary artery originates from the RCA. These types are then classified as I-III. Class I follows the anatomical course of either an RCA or LCA. Class II indicates one coronary artery arising from the proximal part of the normally located opposite coronary artery. In class III, the left anterior descending (LAD) and left circumflex (LCx) arise separately from the proximal part of a normal RCA. Classes II and III are then designated as anterior (type A) to pulmonary artery or posterior (type P) to aorta, or interarterial (type B) if it courses between the ascending aorta and the pulmonary trunk. Type B morphology has been associated with a high risk of clinical consequences when associated with an intramural course. [2] Angelini et al., proposed a slightly different classification according to the anatomical course within the interventricular sulcus and atrioventricular groove, as well as the location of penetrating side branches. [3] According to Lipton's classification, our patient had R II P subgroup (single coronary artery from the right sinus with LCA arising from the proximal part of RCA and a posterior course to aorta). Lipton's classification has been modified by others, adding to this classification the "S" septal (through the interventricular septum) and "C" combined types. [1] R II P subgroup is rare. [4] Though there are several case reports of PCI in single coronary artery, most are through the femoral route. [5, 6] To the best of our knowledge, this case report is one of a few similar cases described in the literature. We did not have much difficulty during PCI as we were using right radial artery approach and Judkin's right catheter. For right coronary cannulation, we always start with a JR curve. Other catheters like internal mammary artery (IMA), Multipurpose, and Amplatz left (AL) can also be used according to the situation. [7] 
CONCLUSION
The present case merits mention because of several points: 1) Intervention in a single coronary artery through radial approach has been rarely reported and in type R II, it is all the more rare. 2) CT 3D reconstruction is a useful tool to understand the ostial configuration and course of anomalous coronary. 3) Radial PCI is as good as femoral PCI for anomalous coronaries, provided good hardware is selected and operator has experience in radial interventions. 4) Meticulous attention should be given to pressure damping while doing PCI in cases with both coronaries originating from single ostium. 5) We should take non-selective shoot if there is no coronary originating from either sinus (left/right).
